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TABLE Prevalence of antibody to cytomegalovirus (CMV) and history of sexually

transmitted disease (STD)

No (%) with No (%) without
antibody antibody
History of STD (n=232) (n=63) e P
Syphilis 29 (13) 4 (6) 19 NS
Gonorrhoea 60 (26) 8(13) 48 <005
Non-specific urethritis 95 (41) 22 (35) 08 NS
Hepatitis B 47 (20) 6 (10) 3-9 005
Genital warts 53 (23) 8 (13) 35 0-05
Herpes 20 (9) 3 (5) 1 NS
Yours faithfully,
CMV seropositivity in homosexual men E quteiro,
might therefore be reflected in the number of G R Kinghorn

patients infected with human T lymphotropic
virus type III (HTLV-III) who progress to
end stage disease.

Notices

Department of Genitourinary Medicine,
Royal Hallamshire Hospital,
Sheffield S10 2JF
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Grand Orient de Belgique masonic lodge,
Les Amis du Commerce et la Perseverance
Reunis, 4th medical prize

In March 1987 the masonic lodge “Les Amis
du Commerce et la Perseverance Reunis” in
Antwerp will award its 4th medical prize of
30 000 ECU (£19 000).

The purpose of the prize is to reward a
scientist or group of scientists who, in the
course of their research work, have made a
significant contribution to the progress of
medical science whether theoretical or
practical, fundamental or clinical. The prize
may be divided between several candidates.

The prize will be awarded by jury of four
members and a president appointed by the
masonic lodge “Les Amis du Commerce et la
Perseverance Reunis”. The jury shall be
entitled to call in experts for advice if it deems
necessary. The members of the jury who will
have been empanelled to attend the meetings
will have to justify their judgment of the
candidacies in writing. All deliberations will

be made in camera and decisions made by a
simple majority. All working expenses will be
paid by the organising lodge.

The competition is open to any researcher
whether certified or not, without discrimina-
tion of a racial, national, sexual, or
philosophical nature. Candidacies for the
prize must be sponsored by at least two
freemasons whose masonic qualifications
must be confirmed by their masonic
authorities. In turn the sponsors will have to
vouch in writing for the moral integrity of
their candidates.

All applications must be accompanied by a
detailed curriculum vitae of the candidates, a
résumé of their scientific activities, and the
opinion of the authorities under whom they
work. All applications must be submitted
before 30 December 1986 and addressed to:
Mr René De Zuttere, Hoogpadlaan 101,
B-2070 Antwerp, Belgium.

The jury will come to a decision not later
than 31 March 1987. This decision will be
final and not open to appeal. The prize will be

presented during an academic session in
Antwerp in May 1987. The masonic lodge
“Les Amis du Commerce et la Perseverance
Reunis” reserves the right to withold the
prize should the applications appear to be
below standard.

Eighth  international
dermatological research

meeting  of

The eighth meeting devoted to dermatological
research will be held under the auspices of the
Société de Recherche Dermatologique in
Nantes. France on 9 to 11 October 1986.
The meeting will be organised by the depart-
ment of dermatology, Centre Hospitalier
Régional de Nantes, Hétel-Dieu, Nantes,
France (Director, Professor H Barriére).
Further information, abstract forms, and
application forms may be obtained from Dr
JF  Stalder, CARD Service de
Dermatologie, CHU 44035 Nantes, France.
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Isolation of Chlamydia trachomatis from
men with urethritis: relative value of one vs
two swabs and influence of concomitant
gonococcal infection
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GREISBERGER, MA TRUPEI AND MA MENEGUS
(Rochester, USA). Sex Transm Dis
1986;13:50-2.

Chlamydia in women: a case for more
action?
LEADING ARTICLE. Lancet 1986;i:892-4.

Criteria for selective screening for
Chlamydia trachomatis infection in
women attending family planning clinics
HH HANDSFIELD, LL JASMAN, PL ROBERTS, VW
HANSON, RLKOTHENBEUTEL, AND WE STAMM
(Seattle, USA). JAMA 1986;255:1730-4.

Residues of pelvic inflammatory disease in
intrauterine device users: a result of the
intrauterine device or Chlamydia
trachomatis infection?

AM GUDERIAN AND GE TROBOUGH (Los
Gatos, USA). Am J Obstet Gynecol
1986;154:497-503.

The object of this interesting study was to
investigate further the relationship between
Chlamydia trachomatis, sexually transmitted
disease, use of an intrauterine contraceptive
device (IUCD), and laparoscopic evidence
of current or past pelvic inflammatory
disease (pelvic “residues”) in 245 infertile
women, of whom 69 had used an IUCD. To
be included in the study a patient was
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required to have had IgG chlamydial
antibody estimated at presentation, and to
have had direct visualisation of the pelvic
organs subsequently. Detailed evaluation of
her medical history was then added to
consider evidence of previous sexually
transmitted disease and to confirm the type of
IUCD used where relevant. Antibody
estimation was by an indirect fluorescent
antibody test on an L2 serovar of
C trachomatis. A titre of 1/8 was considered
to be positive. Endocervical culture or mono-
clonal stain for C trachomatis, or both were
also undertaken for 209 women.

In analysing their results, the authors
grouped patients into three major categories:
those with negative chlamydial serology test
results, those with positive results at a low
titre; and those with positive results at a high
titre (1/512 or higher). These basic
categories were then each subdivided into
IUCD users and non-users. More (71%)
IUCD users were found to have residues at
younger ages than non-users (51%). When
patients were grouped according to the level
of chlamydial antibody titre, however, no
appreciable difference in the prevalence of
residues was seen between users and non-
users. The prevalence of residues was pro-
gressively greater with higher antibody titres.
Attitres exceeding 1/512 almost all patients,
both IUCD users and non-users, could be
expected to have residues. The number of
patients showing evidence of endocervical
chlamydial disease was small, as would be
expected, (4-7% depending on the test
method). In patients with higher titres who
used an IUCD an increased frequency of
ectopic pregnancy was noted.

The authors concluded that, though their
work confirmed the anticipated higher
prevalence of inflammatory residuals in
women with a history of [IUCD usage, these
women also had an increased prevalence of
chlamydial antibodies. Taking exposure to
C trachomatis into account, therefore, the
first finding is apparent rather than real.

T R Moss

Association of human papillomavirus and
chlamydia infections with incidence of
cervical neoplasia

TJ ALLERDING, SW JORDAN, AND RE
BOARDMAN (Albuquerque, USA). Acta
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Cytologica 1985;29:661-4.
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Chlamydia trachomatis elementary bodies
possess proteins which bind to eucaryotic
cell membranes )

WM WENMAN AND RU MEUSER (Edmonton,
Canada). J Bacteriol 1986;165:602-7.

Antigenic  specificity of serological
response in Chlamydia trachomatis
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R CEVENINI, F RUMPIANESI, V SAMBRI, AND M
LA PLACA (Bologna, Italy). J Clin Pathol
1986;39:325-7.

Treatment of sexually
chlamydial infections

LL SANDERS, R HARRISON, AND AE
WASHINGTON (Atlanta, USA). JAMA
1986;255:1750-6.

transmitted

The effect of tetracycline treatment on
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resistance determinant to Ureaplasma
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Antimicrob Agents Chemother 1986;29:
350-2.
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1986; 154:556-64.
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AE WASHINGTON, PS ARNO, AND MA BROOKS
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JN WASSERHEIT, TA BELL, NB KIVIAT, ET AL
(Seattle, USA). Ann Intern Med 1986;
104:187-93.

Pelvic inflammatory disease: a review with
emphasis on antimicrobial therapy

TG BURNAKIS AND NB HILDEBRANDT (Wyan-
dot6te, USA). Rev Infect Dis 1986;8:86-
116.

Trichomoniasis

Growth and cytopathogenmicity of
Trichomonas vaginalis in tissue cultures
FF PINDAK, WA GARDNER, AND MH de PINDAK
(Mobile, USA). J Clin Microbiol 1986;
23:672-8.

Immunogenic proteins of Trichomonas
vaginalis as demonstrated by the
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Monoclonal antibody to a major surface
glycoprotein immunogen differentiates
isolates and  subpopulations  of
Trichomonas vaginalis

JF ALDERETE, L SUPRUN-BROWN, AND L
KASMALA (San Antonio, USA). Infect
Immun 1986;52:70-5.

Tioconazole 2% cream in the treatment of
Trichomonas vaginalis or mixed vaginal
infections

C DONADIO (Rome, Italy). J Int Med Res
1986:14:50-2.

Candidosis

Immunoglobulin class of anti-candida
antibodies in patients with vaginal
candidiasis
G BURGES, HP HOLLEY, AND G VIRELLA
(Charlestown, USA). Diagn Immunol
1986;4:43-6.

Genital herpes

Herpes encephalitis during pregnancy:
failure of acyclovir and adenine
arabinoside to prevent neonatal herpes
SA BERGER, M WEINBERG, T TREVES, ET AL
(Tel Aviv, Israel). Israel J Med Sci
1986;22:41-4.

Confirmation of genital herpes simplex
viral infection by an immunoperoxidase

technique
GH ANDERSON, JP MATISIC, AND BA THOMAS
(Vancouver, Canada). Acta Cytol

(Baltimore) 1985;29:695-700.

Diagnosis of herpes simplex virus in
routine smears by an immunoperoxidase
technique

JY WONG, P ZAHAROPOULOS, AND T van DINH
(Galveston, USA). Acta Cytol (Baltimore)
1985;29:701-4.

Immunoperoxidase staining for the detec-
tion of herpes simplex virus antigen in
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N IWA, Y KATAYAMA, K ITO, H NISHIURA, S
UEDA, AND S KATO (Osaka, Japan). Acta
Cytol (Baltimore) 1985;29:705-7.

Typing and subtyping of herpes simplex
isolates by monoclonal fluorescence

S SUTHERLAND, B MORGAN, A MINDEL, AND
WL CHAN (London, England). J Med Virol
1986;18:235-45.

Typing of herpes simplex virus with
synthetic DNA probes

EM PETERSON, SL AARNAES, RN BRYAN, JL
RUTH, AND LM de la MAZA (Irvine, USA). J
Infect Dis 1986;153:757-62.

Controlled trial of “Intervir-A” in herpes
simplex virus infection

C B GOLDBERG (Milwaukee, USA). Lancet
1986;i:703-6.

A placebo-controlled trial of topical 8%
arildone cream early in recurrent genital
herpes
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Condylomata acuminata and verrucous
carcinoma of the bladder: case report and
literature review
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Verrucous carcinoma of the vulva
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Condylomata acuminata in the pediatric
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Risk factors for condyloma acuminatum in
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JR DALING, KT SHERMAN, AND NS WEISS
(Seattle, USA). Sex Transm Dis 1986;
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Colposcopy in the diagnosis of penile
condyloma

TV SEDLACEK, M CUNNANE, AND V
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of human papillomavirus infection
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Prospective evaluation of risk of cervical
cancer after cytological evidence of human
papillomavirus infection

H MITCHELL, M DRAKE, AND G MEDLEY

Genitourinary Medicine
(Melbourne, Australia). Lancet 1986;i:573-
5

In 1979, 846 women had Papanicolaou
smears that the Victorian cytology
(gynaecological) service (VCGS) reported
as having features suggesting human papillo-
mavirus (HPV) infection. There was no
evidence of dysplasia or carcinoma before
1979, and the smears showed no evidence of
dysplasia or herpes virus infection. Each
woman had a repeat smear or histology of the
cervix in the following six years, and cervical
cautery was never performed without a
biopsy having been taken.

In this time, histologically proved
carcinoma-in-situ developed in 30 women.
Using figures from the adjacent state of South
Australia to represent the general population,
1-9 cases were expected. The relative risk for
developing carcinoma-in-situ after evidence
of HPV infection was 156 (95% confidence
limits 10-5-22-3, p<0-0005). Younger
women showed a greater risk (x*=11-05,
p<0-001), and those aged under 25 when the
1979 smear was taken had a relative risk
of 38-7.

Criteria used by the VCGS to diagnose
HPYV infection are more strict now than in
1979. The possibility is discussed that
smears reported in 1979 as showing evidence
of HPV infection may have shown mild
dysplasia. Evidence is presented that such
misclassification probably did not occur to
any appreciable degree. The authors feel that
the incidence of carcinoma-in-situ in South
Australia probably under-represented the
true rates, but not by so much that the relative
risk would not remain significant. It is also
argued that the 30 observed cases may be an
underestimate. Cervical biopsy and cautery
were performed on 33 women whose
histological diagnosis was dysplasia.
Carcinoma-in-situ  might also  have
developed in some of the 174 women who
had not had a smear for more than four years.
It is concluded that cytological evidence of
HPV infection is associated with a very
significant relative risk for the development
of cervical cancer.

P G Watson

Human papillomavirus type 16 DNA in
genital tumours: a pathological and
molecular analysis

DD LUCA, S PILOTTI, B STEFANON, ET AL
(Milan, Italy). J Gen Virol 1986;67:583-9.

Cloning and characterization of the DNA
of a new human papillomavirus from a
woman with dysplasia of the uterine
cervix
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Vogt et al cocultured cervical secretions
taken in midcycle from 14 women seroposi-
tive for the acquired immune deficiency
syndrome (AIDS) virus. Four had evidence
of AIDS virus in the cervical fluid, as shown
by the presence of reverse transcriptase
activity in the cocultivation supernatent. A
positive result from the cervical secretions
was invariably associated with isolation of
the AIDS virus from peripheral blood
leucocytes. Filtering of the cervical secretion
through a 045 um filter resulted in loss of
viral isolation in one case. The method of
collection of the cervical secretions was
atraumatic, and the cervical samples were
free of microscopic blood or semen
contamination. The authors conclude that
cell associated AIDS virus may be
found commonly in infected women, and that
this may be the route of heterosexual
transmission from female to male.

Wofsy et al, using similar techniques of co-
cultivation with fresh donor peripheral blood
lymphocytes, showed evidence of AIDS
virus at a low titre in both endocervical cells
and cell free vaginal secretions in four of eight
seropositive women. Seven had replicating
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AIDS virus in peripheral blood mononuclear
cells. In every case, the titre of the virus
recovered from the cervix or vagina was
stated to be extremely low, though no specific
measure of viral titre is given. One patient
was studied after self induced orgasm, and
the increased volume of vaginal secretion is
reported to have led to a higher titre of virus
recovered. The authors conclude that it is
common to find AIDS virus in the genital
tract of infected women, and that conditions
leading to purulent vaginal discharge may
lead to increased viral titre in the
secretions.

The AIDS virus has been isolated from a
wide range of body fluids, in addition to
peripheral blood lymphocytes and plasma;
isolation from saliva, tears, breast milk, and
seminal fluid are well documented. In addi-
tion, the epidemiology of AIDS in Africa has
long pointed to equal man to woman and
woman to man sexual transmission. These
two papers reporting the isolation of AIDS
virus from the female genital tract are
therefore not surprising, and help to confirm
the epidemiological and clinical impression
that this virus is heterosexually transmiss-
able in both directions. The role of con-
current sexually transmitted infection of the
vagina or the penis as a cofactor in the
transmission of the AIDS virus must now be
addressed. Meanwhile, these observations
reinforce the need for adequate sterilisation
of speculums, or for the transition to fully
disposable equipment.
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The aim of this study was to investigate the
diagnostic use of sputum examination for
Pneumocystis carinii in the acquired
immunedeficiency syndrome (AIDS).
Previous experience with other immune
deficient groups has suggested that sputum
examination is of little value in the diagnosis
of P carinii pneumonia and that broncho-
scopy with transbronchial lung biopsy,
bronchial washings, and alveolar lavage are
necessary to make a diagnosis of this pre-
dominantly alveolar infection. Should simple
sputum examination prove to be of diagnostic
value in at least an appreciable proportion of
patients with AIDS who have suspected
P carinii pneumonia, diagnosis would be
faster and the need for bronchoscopy reduced
in patients who give positive sputum test
results. This would benefit patients by avoid-
ing the discomfort and anxiety of broncho-
scopy. It would also be of benefit to the
bronchoscopy service, especially in view of
the special measures needed to sterilise
equipment in this group of patients.

In this study 43 patients with AIDS or
suspected AIDS had sputum induced by
inhalation of ultrasonically nebulized saline
just before bronchoscopy for an unexplained
pulmonary infiltrate on chest x ray.
P carinii was identified in 20 of the 43
patients. In patients with P carinii, sputum
was positive in 11 of 20 (55%), bronchial
washings were positive in 11 of 14 tested
(79%), brush biopsies in nine of 17 tested
(53%), and transbronchial lung biopsies in
18 0f20(90%). In the two patients missed by
transbronchial lung biopsy, sputum examina-
tion was the only method of diagnosis in one
whereas bronchial washings and brushings
were positive in the other.

This study suggests an important and
previously unexpected diagnostic role for
sputum examination to identify P carinii in
patients with suspected AIDS. As a note of
caution this success must be seen in the
context of an enthusiastic research team of
cytologists who found a yield of between two
and five cysts in sputum samples in
comparison to between 10 and 70 on biopsy
specimen. It remains therefore to evaluate
this technique in the conventional setting.
Perhaps of most interest is the question that
arises from this study as to the cause of the
apparent discrepancy between these results
and the identification of P carinii by sputum
examination in other immuné compromised
groups, such as renal transplant patients. The
authors speculate on this matter and suggest
some interesting possibilities, including a
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specific immune defect in patients with
AIDS that results in a high yield of cysts in
sputum. Unfortunately the group of patients
studied included only nine patients with
AIDS, and the rest were suspected cases
only. If this result is confirmed in a future
study of a clearly defined group of patients
with AIDS whereas sputum similarly
collected and examined from patients with
other forms of immune deficiency and
infected with P carinii fails to show such a
yield of cysts, light may be shed on the
pathogenesis of the P carinii infection in the
two groups. Another suggested cause for the
high yield of sputum positive results is the
method of sputum collection with nebulized
saline, but this should be easily tested by a
simple comparison of sputum collected
conventionally and by this technique.
Finally, even urgently requested broncho-
scopy is not usually undertaken for several
hours, during which time three samples of
sputum might be collected. It would be of
interest to assess the improvement in yield, if
any, that this would produce.
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This important paper documents the first
clinical pilot study of the use of 3’-azido-3’-
deoxythmidine (AZT) as an antiviral agent
against human T lymphotropic virus type III
or lymphadenopathy associated virus
(HTLV III/LAV) in vivo. Nineteen patients
were. treated-with different dosage regimens
for six weeks. there was no control group.
The trial established that good blood concen-
trations were obtained by intravenous and

oral administration and that toxicity was
minimal. A modest improvement in immune
function, as documented by delayed type
hypersensitivity skin testing and OKT4
positive lymphocyte counts, was recorded,
though the authors correctly observe that this
may have been a chance finding in a small
group and not related to the treatment. More
impressive is the fact that two patients had
spontaneous clearance of chronic fungal
nailbed infections with specific antifungal
treatment. Detailed data of virus isolation are
not given, but HTLV III/LAV was isolated
during treatment on all regimens except the
highest dose (5 mg/kg body weight
intravenously). In the four patients on this
regimen, however, the absence of ability to
detect virus was made less impressive by the
fact that the virus had not been detected from
two patients before treatment. This paper
establishes, however, that AZT is most
certainly worthy of further investigation as a
potential treatment for infection with HTLV-
III/LAV.
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In this paper, the authors set out to disprove
the theory that Entamoeba histolytica is
pathogenic in homosexual men. They selected
23 patients from whom E histolytica was
isolated and who had one or more symptoms
suggestive of intestinal amoebiasis. Patients
with other sexually transmissible infections
were excluded. The control group consisted
of 11 homosexual men with similar
symptoms. No trophozoites or antibody to
E histolytica were found in either group.
Moderately severe proctitis was seen on
histopathology of rectal biopsies in 38% of E
histolytica secretors, but 18% of the control
group showed similar histopathological
changes; this difference did not reach
significance. Successful eradication of E
histolytica did not result in reduction of any
inflammatory histopathology. Thus the
authors conclude that E histolytica is non-
pathogenic in homosexual men.

The above findings are in direct contrast to
the findings of McMillan et al in a study
published in Gut in 1984. These workers
found that on rectal biopsy there was
appreciably  greater  histopathological
abnormality in E histolytica secretors than in
controls, and that these changes and any rele-
vant symptoms resolved after treatment.

How does one reconcile these conflicting
reports? Firstly, there were differences in
selection of patients, which are particularly
relevant to the control group. Goldmeier et al
deliberately selected symptomatic patients,
reasoning that if no pathogenicity could be
shown in this group their hypothesis was
likely to be correct. This meant, however,
that their control group, who were also
symptomatic, were likely to show histo-
pathological abnormalities, thus making a
significant difference unlikely. On the other
hand, McMillan et al did not select on the
basis of symptoms. It is therefore not surpris-
ing that there was less evidence of proctitis in
their control group and an appreciable
increase in proctitis in the E histolytica
excretors.

The irreconcilable point however, is that
Goldmeier et al found an improvement in
proctitis after treatment, whereas McMillan
et al found resolution of inflammatory
changes in treated patients.

Should a symptomatic patient in whom the
only organism isolated is E histolytica be
treated or not? Until somebody carries out a
definitive study that includes the cause (or
causes) of non-specific proctitis, that deci-
sion must rest with the individual doctor. I
would treat.

G R Scott
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